Background: Little is known regarding attitudes and beliefs toward eating disorders by students interested in working with this population. This study aims to understand similarities and differences between food and nutrition and social work students regarding their attitudes and beliefs toward food and eating, and how these findings may inform curriculum development prior to graduation as well as practice in the field.
Introduction
The prevalence of eating disorders is increasing for Canadians in general, with more of these cases being addressed within primary care as compared to hospital settings. In 2006, policy changes by the Ontario government resulted in an infusion of capital into supporting eating disorder programs within community-based settings. One of the stipulations accompanying the fiscal investment was the creation of treatment services including an interdisciplinary team comprised of professionals from psychology, nutrition/dietetics, nursing, occupational therapy, and social work [1] . Several years later, the same provincial government established a model of primary healthcare through the creation of family health teams and community health organizations. These healthcare sites are also guided by mission statements that support an interdisciplinary model of practice with a dietitian and social worker being integral members of the healthcare team. According to the College of Dietitians and the Canadian Association of Social Workers, a high percentage of graduates from these two professions will be entering the healthcare field, with many of these graduate students expressing interest in working with the eating disordered population [2] . The attitudes and beliefs around food and eating held by graduate students who intend to work with this population is not known. Current literature points to studies that have found disordered eating risk factors and behaviours among university populations [3]-female university athletes [4] , female dietetic students [4] [5] [6] [7] [8] [9] [10] [11] , home economic students [12] . Race is also a factor [13] . However, a meta-review found few comparative studies that explored cross-disciplinary differences among undergraduate students between psychology, physical education, pharmacy, nursing, nutrition, dentistry and medicine [14] . As well, few studies have explored bulimia among dietitians, nurses, and teachers [15] ; nutrition and non-health students [16] ; and nursing, medical, and arts students [17] . A review of the literature from 1990 to 2016 found no studies exploring eating disorders between social work and food and nutrition student populations.
Several similarities apply to food and nutrition (FN) and social work (SW) students; both are predominately female professions. As such, gender may play a role in attitudes and beliefs around food and eating that are socially constructed. Secondly, the spectrum of problematic eating from disordered eating to eating disorders is addressed within the curriculum in both programs, albeit from different epistemological paradigms. Understanding and knowing if there are differences and similarities between these two groups of students is important for several reasons. The first concerns the suitability of students who enter clinical positions on interprofessional eating disorder teams upon graduation. A lack of awareness regarding attitudes and beliefs suggestive of risk factors for problematic eating, or what Stephen Szweda and Pam Thorne refer to as "anorexic and bulimic tendencies, " [17, p. 114 ] may result in biased or personally informed treatment decisions when working with an already vulnerable patient population. If such attitudes and beliefs do exist, and remain unaddressed, the potential for negative dynamics on the interprofessional team increases, complicating team cohesion between healthcare providers already challenged with treating clinically complex issues associated with eating disorders. In addition to suitability, a second related issue pertains to the role expected of dietitians and social workers on an interprofessional team. Christina Reiter and Leah Graves describe the dietitians' role as one to address food selection and portion size toward the goal of "normalization of eating" [18, p. 132] including that of social eating. Likewise, the role of the social worker is to identify and manage the complex counter-transference dynamics within the therapeutic relationship that can impede treatment progress [19] . Both roles require a high degree of continuous interpersonal awareness and reflexivity to separate personal issues from professional ones and to function as an effective team member. not for diagnostic purposes but rather as a way to identify their underlying attitudes and beliefs around food and eating. Lastly, the participants were given actual photographs of different foods divided into small, normal, and large portions as determined by Eating Well for Healthy Canadians [22] . They were asked to pick out what they thought represented a normal portion size for someone similar to their demographic profile. All six focus groups were given identical pictures of the following 11 foods: a plain bagel, a slice of banana cake, a glass of orange juice, a single-size portion of plain yogurt, one serving of spaghetti, a chicken wrap, a garden salad, scrambled eggs, a latte, breaded chicken fingers, and a plate of fries. All of the foods were selected from the cafeterias of the two universities to replicate typical choices available to the study population. Once the participants categorized the pictures into the "normal" group, they were asked to discuss their reasons with the facilitators, who emphasized that there was no right or wrong answer. The EAT-26 is a common screening tool to assess eating disorder risk in general populations, including those of high school and postsecondary groups [25] . It has been used over other measures, such as the SCOFF Questionnaire, because of its higher sensitivity [26] to identify risk behaviours among university populations [16, 6, 8] . The EAT-26 has been used as a screening questionnaire in non-clinical populations [22] . For purposes of participant ease, the EAT-26 was chosen over the longer form of the EAT-40.
Twenty-six items form three subscales in the EAT-26: dieting, bulimia and food preoccupation, and oral control. Items are rated on a scale from 1 (never) to 6 (always). Subscale scores are computed by summing all items assigned to that particular scale (dieting scale items: 1, 6, 7, 10, 11, 12, 14, 16, 17, 22, 23, 24, 25; bulimia & food preoccupation scale items: 3, 4, 9, 18, 21, 26; oral control subscale items: 2, 5, 8, 13, 19, 20) .
As mentioned, we emphasized to the participants that the purpose of using the EAT-26 was not as a diagnostic tool but rather a tool that would tell the researchers more about participant attitudes and beliefs toward eating and food prior to entering the workforce. Our stated purpose was to explore whether eating disorder tendencies existed within and between the two student groups, not to have a diagnosis as a study outcome.
Transcription and analysis
Discussions from the six focus groups were captured on a digital recorder. During the transcription the participants' names were removed and they were assigned a number for reasons of anonymity. The focus group discussions were transcribed verbatim by only one of the facilitators at each site to ensure consistency and continuity with the data [27] . The transcriptions were then given to the primary researchers who coded them line by line to remain close to the data, be sensitive to the emerging themes, and remain congruent with the guidelines for the immersion-crystallization method [28] . After line coding, the two researchers compared themes for the purposes of inter-rater reliability looking for discrepancies. When a possible discrepancy was discovered, the researchers jointly returned to the transcriptions to explore alternative interpretations, in addition to soliciting the facilitators' perspective of the specific focus group where the data originated. This cross-checking was also an attempt to be mindful of bias and reflectivity on the part of the two primary researchers, who have extensive clinical practice with the eating disordered population in both hospital and primary care settings over the past 25 years.
Each focus group transcription was coded independently, with two iterations, by both primary researchers to reflect the immersion phase. The first iteration focused on descriptive words used by the participants specific to each food item (see Table 2 and Table 3 ). The second iteration organized the participants' rationale used to categorize the photos into general themes, which were then compared between the two groups of students (see Figure 1 and Figure 2 ). Contents in tables and figures make transparent the coding iterations and the collapsing of themes. Orange Juice I feel better about drinking the large size -so that would be my normal. This is the size (large) that I am served when I eat out. My boyfriend who is diabetic says a small size is normal, so, yeah ... I really don't knowthe size that I get at the farmers' market is normal.
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If it is 100 percent orange juice I choose the large size as normal because I feel it's healthier.
Yogurt I don't worry about what is normal-the package does that for me. The package tells you what is a normal serving-it takes the guess work out.
Spaghetti I feel like I want to be healthier-so I would choose the medium one. The large portion is what you get in a restaurant. This is a healthy food so I would go with the larger portion.
Chicken Wrap When I eat out you get two-so that is what I consider to be normal.
Salad
Salad is good for you so I eat a large one. We are German so we eat salad at the end of the meal-so it would be this size [medium] . Avocado is like a piece of meat-so I would choose this one [small].
Scrambled Eggs
Eggs are protein so I would eat the large portion. We don't eat eggs alone-in my culture we only eat eggs with bread-so the small portion is normal. When I order an omelette in a restaurant they give this portion [large] .
Latte I feel the medium is the normal portion because of the calories. I always get the large size even though I feel guilty about the calories. Probably the small is the right answer, but I always get the large.
Chicken Fingers I get four in a restaurant-which I feel is normal.
French Fries I live with a lot of men so I would say the large is normal. If I go to a fast-food restaurant I always order the large. I haven't ate [sic] French fries … for almost 14 to 15 days … but I order the large because they are like a treat for me. Latte You know a drink is a snack. So for me the smallest one is normal-unfortunately its not for most people. I know how many calories are in these things-if I wanted 600 calories I would eat the chicken fingers.
Chicken Fingers I love chicken fingers but being a nutrition student I would never order them. I know that 75g is a normal protein serving, so the middle plate would be normal, the scary part is that this would be a normal serving for someone [pointing to large]. 2 ½ ounces or so is normal. I never make chicken fingers at home-but I would feel jipped [sic] if I got that one at a restaurant [pointing to small portion]. Once the immersion stage was completed, the researchers engaged in the analytic stage of crystallization, described as "the process of temporarily suspending the process of examining or reading the data in order to reflect on the analysis experience and attempt to identify and articulate patterns or themes noticed during the immersion process" [29, p. 183] . Allowing this space supported discussions between the two authors, giving them the opportunity to reflect upon how their diverse paradigms of education and practice informed their approach to the data. Natasha Mauthner, Odette Parry and Kathryn Backett-Milburn strongly support such a space to allow for reflexivity by the researcher, which gains increasing importance when professional training is paradigmatically opposite [30] .
Results
The mixed-method design yielded rich findings that will be discussed in light of how they reflect the two research questions. The first question being, "Are there differences and similarities between SW and FN graduate students regarding their attitudes and beliefs about disordered eating?" Qualitative There were both differences and similarities between the two groups regarding attitudes and beliefs to food. While portion sizes were determined externally, or by others, for both groups, what or who determined these differences was quite diverse. Industry, family, and culture determined what a normal portion size was for the SW students. FN students chose portion sizes according to Canada's Food Guide. The one similarity was in regard to portion size when eating outside the home. FN students stated they would eat a larger size portion when eating out, as compared to home, for reasons of financial practicality as highlighted by the participant statement, "I don't want to get gypped [sic]" [P12] . Likewise, the majority of SW students stated they would also eat the larger amount at a restaurant, trusting industry over their own view, to provide the normal portion, as demonstrated by the following quote, "I think in a restaurant they probably do give you the large size, and I'm ok with that" [P6] .
There were differences upon the spectrum of tension experienced between the two groups of students when it came to portion size. A third of the SW students spoke of experiencing internal tension when the larger portion size was determined by a host when visiting outside of the home. Not to eat the portion size selected by the host equated to a sign of disrespect, and to do so risked being frowned upon by family members or relatives. To avoid experiencing a feeling of guilt, the larger portion would be consumed, resulting in a feeling of internal disconnect between hunger and familial approval made visible by this quote:
You have a little bit of everything and you have to make sure that your plate is full otherwise the host feels bad. It's not what your body needs, and it's not what's good for you … it's more about how the host feels and you being a good guest … [P2]. One of the SW participants described what happened when she chose the smaller portion size at the home of a family friend: "so they pulled me aside and they tell [sic] me … you are actually insulting our host if you don't take more. You will eat the portion we give you, do you get it?"[P4]. The feeling of internal tension was described differently by the FN students. There was an absence of familial expectations regarding portion size. The tension was situated in the affective disconnect between what they desired to eat compared to what they actually ate. For example, the portion selected as the correct choice or normal portion based on Eating Well for Healthy Canadians [22] contradicted with the size they wanted to eat: "I love chicken fingers, but I guess being a nutrition student I know I would never order them [pause] … . " [P13] .
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There was a noticeable difference in language between the groups when discussing portion sizes. SW students tended to speak from a personal location using "I" statements, describing their choices affectively by stating that they ate the portion size that resulted in "feeling satisfied" or "healthier, " even if was the largest portion size. This contrasted with the FN students who spoke in detached and clinical language, sometimes objectifying their choice. Their language was often constructed in a binary way separating them as a more knowledgeable group from the general population, as in "we are trained this way-we know better. " Anyone other than food and nutrition students were referred to as: "normal people, " "most people, " or "other people. " This binary categorization was made visible by one of the FN students who said, "as nutrition students, we obviously have a handle on this, but the general population has a distorted image of serving sizes and would disagree with us about the right serving size" [P11].
Conversely, there was no comparative component between the two groups regarding the theme of meal correction. In many cases the FN students would spontaneously offer suggestions on augmenting a photo in order to make it a "more complete meal" or a healthier serving. For example, in the case of the spaghetti photo, a common suggestion was to add a green salad, or similarly, to add fruit to the yogurt serving, whereas none of the social work students made such suggestions.
Explanations as to what represented a normal portion by the SW students emphasized certain groupings of words including: "I feel"; • "What I get in a restaurant, served in a restaurant, when I eat out"; • "The package tells you, the package does that for you, I don't have to • make that decision"; "Small is the right answer but I always order the large"; and • "In my culture, they will put the food on the plate for you. " • These word clusters were used for a second reiteration of the transcripts in order to arrive at themes grounded in the descriptions provided by the participants.
Explanations as to what represented a normal portion by the FN students emphasized certain groupings of words including: "According to Canada's Food Guide"; • "As a nutrition student … for me the smallest one is normal-• unfortunately it's not for most people"; "I may be eating that (small portion) but I want that (large por-• tion)"; and "What else are they eating for dinner? What else accompanies it? • You could add a salad. " These word clusters were used for a second reiteration of the transcripts in order to arrive at themes grounded in the descriptions by the participants.
Quantitative
The Shapiro-Wilk test was used to determine normality and the Mann-Whitney was used as the data were not normally distributed. Continuous data were analyzed using independent T-test assuming unequal variances. Continuous variables are expressed as mean values ± standard deviation. Categorical variables were analyzed using the chi-square statistical analysis with SPSS [31] p denoted as <0.05. Prior to running statistical analysis, the authors made a decision to classify the results using the category of "rarely/never" to remain as unbiased as possible and avoid the assumption that the students who participated had eating disorders.
The mean age for the FN students was 24 years compared to a mean age of 34 for SW students. The average Body Mass Index (BMI) for FN students was 22 kg/m 2 , whereas it was 34 kg/m 2 for SW students (see Table 4 ). The Eating Attitudes Test (EAT-26) is composed of three constructs; construct one includes all dieting subscale items, construct two identifies all bulimia and food preoccupation subscale items, and construct three is specific to oral control subscale items. Results are described in Tables 5 and 6 respectively.
Table 4. Demographics of social work and food and nutrition students
Notes: Categorical data were analyzed using chi-square, p< 0.05 was considered statistically significantly. Data were rerun with the single male student excluded, however significance did not change. Notes: *% of respondents that indicated rarely/never as responses. Categorical data were analyzed using chi-square, p< 0.05 was considered statistically significantly. Data were rerun with the single male student excluded, however significance did not change, except for Q22: "I feel uncomfortable after eating sweets." Table 6 . EAT-26-construct 2: Bulimia and food preoccupation subscale items for food and nutrition and social work students
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Notes: *% of respondents that indicated rarely/never as responses. Categorical data were analyzed using chi-square, p< 0.05 was considered statistically significantly. Data were rerun with the single male student excluded, however significance did not change.
Overall, the FN students were younger and had lower BMIs than the SW students. Six SW students (43%) were classified as Class III Obesity based on Health Canada [32] , whereas no FN students met this criteria. Approximately 96 percent of FN students self-report they engage in moderate to high levels of exercise, similar to 85 percent of SW students. These include the items: I avoid eating when I am hungry; I cut my food into small pieces; I feel that others would prefer if I ate more; Other people think that I am too thin; I display self-control around food; and, I feel that others pressure me to eat. Lastly, the data collected regarding participant demographics reinforced the profile of those entering the professions of FN and SW. As mentioned, both are genderized professions as reflected in 98 percent of the study participants being female. The other variable that held true for the respective professions concerned age. Due to the value SW as a profession places upon field practice and experience, it is not surprising there was a six-year difference in age between the oldest SW and FN students. Although marital status and ethnicity were not asked on the demographic form, many of the SW participants spoke of their roles as wives and mothers, in addition to cultural norms and expectations, and how this lens informed their choices regarding portion selection. In a sub-group analysis, social work students were compared by age and BMI. Students with BMI > 30 kg/m 2 were significantly older (mean age: 41 ± 5 years) compared to those who had BMI < 30 kg/m 2 [( 25 ± 2.8 years) p = 0.001].
Discussion
The similarities and differences between the FN and SW students informed our second research question, "What do the descriptions on food portions tell us about these similarities and differences between the two professions?"
The impact of how an older lifecycle stage may contribute to beliefs and attitudes around food is unknown and suggests the need for further study. In a study by Szweda and Thorne [17] examining nursing, medical, and arts students, the authors found no differences between the three groups regarding eating disordered behaviours. This raises the question of why significant differences were found in our study between FN and SW students, specifically in construct 2 regarding the question, "I find myself preoccupied with food. " This preoccupation manifested differently between the two student groups, with the SW students eating their desired portion, unlike FN students who denied themselves the larger portion. This might possibly explain the considerable differences regarding BMI between the two groups of students.
Although the diverse paradigms of teaching and practice (science and social science) were noted, a shared similarity between the two groups reflected the concept of tension. FN students spoke of internal tension resulting in smaller portions, versus the SW students who described external tension resulting in larger portions. This suggests that within our study the concept of tension lies upon a spectrum, but manifested differently between the two student groups. Extending this possibility further, it was noted that six of the SW students were classified as obese based upon Health Canada criteria [32] whereas FN students did not fit this description. One possible explanation is that external pressure coming from family and cultural expectations resulted in the SW students eating, or eating more, when not hungry.
We also found several interesting parallels between the food and nutrition students in our study with one conducted in Brazil by Luiza do Nascimento Ghizoni Pereira [14] involving 214 health science students, including nutrition students but not social work students. When comparing our study with Pereira's results, there was a close relationship between the age of FN participants (24 versus 21 years) and BMI (22 versus 21 kg/m 2 ) respectively. Conversely, the results differed regarding restrictive behavioural activities, where approximately 73 percent of nutrition students expressed wanting to weigh less. One possible reason for the high percentage in restrictive behaviours suggested by the previous authors was that food and nutrition students belong to an occupational group that "reinforces the demand for a very thin body" [14, p. 18] . However, our study reported only 30 percent of the food and nutrition students desired to be thinner, unlike the 100 percent of the social work students that indicated wanting to weigh less. We could speculate that these differences could simply be a result of cultural variations; however, we did not examine this and thus this difference warrants further cross-cultural inquiry.
Of interest is that 50 percent of food and nutrition students reported they were terrified about being overweight (see Table 5 , Q1) and 50 percent reported that they think about burning calories when exercising (see Table 1 , Q12); this was reflected in 42 percent reporting high levels of physical activity. Similarly, Pereria [14] indicated that 78 percent of female nutrition students reported body dissatisfaction. In contrast to this, 93 percent of social work students were terrified of being overweight, 100 percent thought about burning calories when exercising, but only 14 percent reported high levels of physical activity. It is plausible that this discrepancy in the activity level represents environmental issues since social work students were older with family and financial obligations, possibly preventing them from engaging in higher activity levels. Taken together, these studies raise the idea that perhaps these professions attract students who have problematic eating behaviours. Alternatively, there may be other external factors, resulting in the high prevalence of anorexia and bulimic tendencies. This concept also relates to our second research question aimed at obtaining a better understanding of the two student populations that express the desire or intent to work within the eating disorder population upon graduation.
An area where quantitative results confirmed the qualitative findings was in construct 3: oral control subscale. Ninety-six percent of the food and nutrition students answered affirmatively that they always displayed self-control around food. Participant statements confirmed this during the focus groups in the way they spoke of eating only half portions with several food items, including juice, yogurt, bagels, and French fries. This is exemplified by one FN student's comment on banana cake: "it reminds me of something you order and when it comes it's like 4 inches high, and I look at the plate and think God [pause] I can't eat that" [P23] .
Furthermore, we also speculate on the values that are reinforced in the curriculum between the professions. FN pedagogy focuses on healthy eating and physical activity, unlike SW where the focus is on healthy relationships with family and others.
Limitations
We acknowledge that our study does have some limitations. A demographic question on the marital status and culture of the participants would have provided additional information, specifically for the SW students whose explanations often included both of these factors as contributing reasons to eat when not hungry. For example, we question how being older with family obligations influenced their answers. Additionally, the voluntary nature of the focus groups may have resulted in a selection bias of those who volunteered for the study. Nevertheless, we feel these findings are of interest since we are unaware of any previous cross-comparative study between FN and SW students regarding attitudes and beliefs toward food and eating.
Conclusion
There are no similar studies documented in the literature. Understanding pre-existing attitudes and beliefs concerning food and eating by students planning to work in the area of eating disorders raises questions of possible professional competence and practice upon entering this specialty area. The development and offering of curriculum that speaks to the importance of self-awareness may also be helpful in training students who want to work with this population as healthcare providers upon graduation.
Implications for practice and education
It has been reported in the literature that individuals working in healthcare where empathy and person-centred care is the norm experience higher than normal degrees of stress and compassion fatigue [33] . This is especially relevant in the two professions of SW and FN students, as the benchmark of practice raises the possibility of whether students who exhibit eating disorder tendencies are adequately prepared for responding to such stresses both on a patient and team level. Furthermore, employment role descriptions may exacerbate prodrome eating disorder tendencies among new graduates. The Butterfly Foundation for Eating Disorders states that the role of a dietitian on a team is to "help individuals recognise feelings associated with hunger and satiety and discuss appropriate behavioural responses" [34, p. 17 ]. Yet, a key finding resulting from the food and nutrition student group in this study was the internal tension and incongruence that existed between responding to hunger by choosing a smaller portion size. How to reconcile the personal portion size tension within a professional role warrants greater exploration within the current curriculum, prior to entering a career working in an eating disorder setting. Similarly, studies have documented that mental health professionals who work with eating disordered patients experienced intense feelings of stress, hostility, anger, and hopelessness [35] [36] [37] [38] [39] . Building on this background, published over 20 years ago, we were unable to find any studies addressing this issue or how this will impact the two professions. Similarly, studies have documented that mental health professionals who work with eating disordered patients experienced intense feelings of stress, hostility, anger and hopelessness. However we were unable to find any current studies addressing these feelings or how this will impact the two professions. Therefore, the clinical implications of this require further investigation.
Another implication relates to how the concept of tension is displayed differently between the two student groups. How these manifestations are played out within an interprofessional team context and inform patient-case management decisions speaks to the importance of further study. The high occurrence of conflict on inter-professional teams is well documented [40] . Positioning this high occurrence alongside the challenges of treating eating disorders poses a serious pedagogical and clinical training dilemma for new graduates. How do educators prepare and support students who display problematic tendencies around food and eating prior to entering the field? Our study opens up a space to emphasize the importance of interprofessional learning and for educators in both professions to assume a leadership role. As both academics and practitioners, we offer several options: a mandatory course on self-awareness and personal/professional reflection, an interprofessional training module between FN and SW students, and lastly, the realization that existing pedagogy obscures problematic beliefs and attitudes toward food and eating, not unlike the etiology of eating disorders.
